The aim of this study was to develop delirium care pathways (DCPs) useable and relevant for registered practitioners in all care settings: community; acute; and nursing homes. A qualitative approach was adopted to develop the pathways inductively. Focus groups and one-to-one interviews with registered practitioners (n = 45) working as managers, practitioners and clinical nurse consultants were undertaken to develop draft versions of the pathways, which was pilot trialled across 19 clinical settings. The publication of the DCPs was a concise and easily readable document for registered practitioners who required immediate guidance on how to implement evidence-based delirium care for older people and their family carers, including three patient journeys explaining best-practice delirium care in community, acute and nursing home care settings, a webpage resource and printable posters of the pathways' patient journeys to promote the use of the pathways in clinical settings. The work undertaken to develop the pathways was further developed through new policy documents, state-wide initiatives to improve delirium care in hospitals, development of educational resources on delirium care and other knowledge translation projects on this topic.
INTRODUCTION
Delirium is characterised by its sudden and acute onset, even occurring over a few hours, but the effects can be long-standing and permanent. Delirium presents as three distinct types: hypoactive (reduced motor activity, lethargy, staring into space, drowsiness, withdrawal or catatonic state), hyperactive (increased motor activity, disorientation, hallucinations, delusions, restlessness, agitation, aggression, disinhibition, rambling speech, fear, hyper-alertness or paranoia) and mixed (alternating between hypo and hyper delirium) (Australian Health Ministers' Advisory Council: Health Care of Older Australians Standing Committee, 2006) . Often, the symptoms of a delirium are ignored or misunderstood by healthcare staff which results in large scale under-recognition or mis-diagnosis of delirium among older people (Inouye et al., 1990 . Delirium is commonly ignored among older people when the symptoms are mis-attributed as an expected outcome of a chronic physical health problem, a dementia, an exacerbation of a dementia, or a depression.
One reason why this under-recognition or mis-diagnosis is unacceptable is that with effective management delirium among older people can be quickly reversed. Delirium among older people is most commonly caused by acute treatable problems, including an infection, polypharmacy, constipation, dehydration, malnutrition, anaemia, sleep deprivation, new or over stimulating environments (bright lights, business and/ or noisiness) or a post-operative complication (Australian and New Zealand Society for Geriatric Medicine, 2012) . The physiological homeostasis of older people is more vulnerable than that of younger adults and what would be a minor 'injury' in younger age adults can result in a delirium for older people.
The costs of delirium are to: (i) individuals who experience short-term, long-term and permanent health problems, including increased morbidity, such as falls, recurrent delirium and dementia, re-location into a nursing home and mortality; (ii) healthcare providers with greater use of healthcare services, such as accessing general practitioners, registered nurses and, physiotherapists, extended lengths of stay in hospitals and repeat admissions to hospitals; (iii) family carers taking time off work to care for individuals living with a delirium victoria_traynor@uow.edu.au
April 2016 5 (and the associated morbidities) and experiencing health problems associated with caring for an older member of the family; and (iv) community with lost work days for family carers.
It is particularly important to address the cost of delirium because our growing ageing population will result in increases in the incidence and prevalence of delirium. Developing resources which provide guidance to implement evidence based delirium care for healthcare staff in the prevention, recognition, diagnosis, treatment and management of delirium has the potential to reduce the impact and costs of delirium (Burns et al., 2004) .
When evidence based delirium care practices are neglected the impact and costs associated with delirium escalate (National Institute for Health and Clinical Excellence, 2010; Siddiqi et al. 2016) .
Plentiful research about evidence based delirium care exists and a range of tools provide registered practitioners from the multi-disciplinary healthcare team (in the main, registered nurses, medical doctors and occupational therapists) with guidance about how to effectively prevent, recognise, diagnose and manage delirium (MacLullich, Ryan & Cash, 2014; Marcantonio, Ngo, O'Connor et al., 2014) . However, the continuing high incidence rate of delirium and its under-recognition demonstrate that the evidence is not consistently implemented and the tools are ineffective in promoting the implementation of best practice delirium care (Inouye et al., 1990 National Institute for Health and Clinical Excellence, 2010; Poole and McMahon, 2005; Siddiqi et al. 2016; Thomas et al., 2012; Traynor et al., 2015) .
In Australia, the issue of how to effectively address the need to implement evidence based delirium care was systematically addressed in the Clinical Practice Guidelines for the 
Findings
The empirical research undertaken during this project to inform the content and structure of the DCPs document was undertaken in four stages. All resources located from the database search, retrieved from the Google search and received via email were critically reviewed by the advisory group. The following criteria were applied when reviewing the resources reviewed:
• Does the format of the resource make it easy to navigate?
• Does the resource reflect evidence based best practice delirium care?
• Does the resource include specific detail to enable the practitioner to be guided to deliver evidence based best practice delirium care? and
• Was the resource short and concise?
At the end of this review process, three delirium care pathway documents were identified by the advisory group as useful for informing the content and structure of a new DCPs was promoted as a supplementary document to the stroke guidelines, they found that it simply repeated the lengthy and comprehensive content of the guideline document. The advisory group did not consider the stroke clinical pathways document to meet the aim of being a document which was more accessible to registered practitioners than the stroke guidelines document.
Stage 2
Stage 2 consisted of focus groups and interviews with registered practitioners managing, developing and delivering healthcare services to older people with delirium and family carers. Focus groups and one-to-one interviews were conducted to provide empirical evidence about what content and structure practitioners wanted from a DCPs document.
Stage 2 of the project aimed to ensure that the DCPs document would be valid, usable and relevant for registered practitioners (Holloway and Wheeler, 2002) . Focus groups were adopted to generate evidence from participants working with older people who experience a delirium because this method generates discussions not usually possible from one-to-one interviews on their own. The group discussion within a focus group brings new ideas and opportunities for elaboration not possible within a one-to-one interview. Focus groups can also create a consensus view which was useful when developing the DCPs document for use in clinical settings. The one-to-one interviews with managers and policy makers specialising in aged care were chosen for a pragmatic reason because gathering these senior colleagues together in one place was not possible.
Participants of the focus groups and one-to-one interviews were invited to complete two tasks: (i) review the resources identified by the advisory group as useful for informing the content and structure of the new DCPs document and (ii) generate ideas about the content and structure for the new DCPs document. In total, seven focus groups and eight one-to-one interviews were undertaken with a registered practitioners (n=45). All care settings and a range of job roles were represented by the participants (Table 1) . The project manager undertook all focus groups and one-to-one interviews. Where possible, the project manager travelled to the workplace of the participants to enable participation from as far across the local region as possible. To enable participation more widely across NSW state, including rural locations, focus groups were also undertaken via telephone. All focus groups and expert interviews were digitally recorded (audio) and data were transcribed verbatim. Data were de-identified, using codes, to ensure participants remained anonymous. Maintaining anonymity during this project was important as some participants
were from a small group of known specialists and could be easily identified by reporting their job title. No incentives were provided to participants of this project.
The qualitative data were analysed using content analysis techniques (Silverman, 2006) (Table 2) . • All experts had reviewed the Guidelines and the majority had initiated implementation of the Clinical Guidelines (Is)
• Practitioners reported that Clinical Guidelines were too long to be useful in practice and experts recognised this as a limitation in their use (FGs and Is)
(ii) Relevance of Pathways
• Particularly useful in nursing homes where many registered nurses gained their professional qualification many years ago (up to 30) and are not familiar with using evidence based practice resources (FGs)
• GPs, in particular, need to be aware of the Pathways because of GPs play a pivotal and crucial role in ensuring access to appropriate services (Is) • There are assessment and screening tools which nursing homes must use to report the needs of older people who live in the nursing home where they work and apply for the accompanying monies for funding victoria_traynor@uow.edu.au April 2016 13
Theme and examples of findings
• Multi approaches needed, including, online with hyperlinks, hard copy, and poster versions (FGs and Is)
• Orange colour to be continued to maintain association with HCOASC delirium documents (Is)
• Publication and distribution of Pathways very important • GPs need to be targeted with notice about availability of Pathways to ensure their use of the Pathways is increased (Is)
• Need a strategic plan to distribute Pathways otherwise the difficulties in accessing the Clinical Guidelines will be replicated with the Pathways (Is)
• Pathway must not be prescriptive ( (Table 3) , which were deemed essential by the registered practitioners who participated in the focus groups and one-to-one interviews and the advisory group members, and three patient journeys explaining best practice delirium care in: (i) community; (ii) acute care; and (iii) nursing home settings. The form consisted of a range of questions and items: demographic details about the older person being pilot trialled using the Draft2 DCPs document and qualitative questions requesting that registered practitioners record comments about the Draft2 DCPs document, specifically its content and structure, implementation issues and ideas for improving its use in clinical settings. The responses were analysed using a content analysis techniques (Silverman, 2006) .
In total, the Draft2 DCPs document was pilot trialled with 12 older people experiencing a delirium. Some sites were unable to pilot trial the Draft2 DCPs document as no older person experiencing a delirium presented to their service during the pilot trial period (Table 4 ). The majority of registered practitioners who pilot trialled the Draft2 DCPs document were enrolled nurses or registered nurses (11, 61%), followed by social workers (3, 17%), general practitioners (2, 11%) and recreational activity officers (2, 11%). Over half the older people who participated in the pilot trial were over 90 years (58%, n=7). This finding was reflective of the high proportion of older people who were trialled in the pilot in nursing homes (58%).
Five of the older people (42%) who participated in the pilot trial were from rural and remote communities and two (17%) from culturally and linguistically diverse (CALD) communities.
No older people who participated in the pilot trial identified themselves as being from an
Aboriginal or Torres Strait Islander community. A specialist practitioner who identified as being from an Aboriginal or Torres Strait Islander community volunteered to review the Draft2 DCPs document. Her comments informed the content and structure of the DCPs document to try to ensure the needs of older people from Aboriginal and Torres Strait
Islander communities was represented in the feedback. Elder Life Program (HELP) which was implemented in the USA and UK (Hospital Elder Life Program, 2016; Yue et al., 2014) . Lastly, the work undertaken by the authors for this project resulted in a range of projects to improve delirium care. The outcomes from these projects can be viewed at the host university website ADHERe:
• 
CONCLUSIONS
The overall aims of this project were to develop a new DCPs document and provide registered practitioners with a guide on delivering best practice delirium care across all care settings (community, acute care and nursing homes) and locations within Australia 
